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Goals 
 Fevers – when should we worry 

 Seizures – do we always need versed?? 

 Age of consent… not so simple 

 Intubation vs. BVM – what is most important 

 A challenging case 



Fever 
Patient 1 Patient 2 

 13 day old with no symptoms 

 101° temp rectally 

 Awake, alert, crying, 
consolable 

 well hydrated, exam 
unremarkable. No rash 

 4 year old with cough 

 105.2 temp rectally 

 Sleeping but easily awaken, 
crying, consolable 

 Mucous membranes tacky, 
pulse 160, SATs 100% ra. 



Fever 
 Why do we care?? 

 Parents hate fevers 

 Nurses hate fevers 

 Feel miserable 

 “dangerous” 

 “brain damage” 

 Seizures 

 Parents and nurses REALLY hate fevers… 



Fever 
 But… 

 Part of the immune response 

 Fights infection 

 Helps WBCs do their job 

 What to do? 

 Lets look at fevers more objectively 



Fever 
 Why we SHOULD care 

 Some fevers ARE dangerous 

 107.6 = protein denatures 

 Immunocompromised 

 Chemotherapy 

 Neutropenic  

 Age related 

 Fevers can signal serious disease 

 Height of fever not so important, CAUSE is 

 



Fever 
Patient 1 Patient 2 

 13 day old with no symptoms 

 101° temp rectally 

 Awake, alert, crying, 
consolable 

 well hydrated, exam 
unremarkable. No rash 

 4 year old with cough 

 105.2 temp rectally 

 Sleeping but easily awaken, 
crying, consolable 

 Mucous membranes tacky, 
pulse 160, SATs 100% ra. 

So which is most concerning?? 



Febrile infant 
 13 day old with no symptoms 

 101° temp rectally 

 Awake, alert, crying, consolable 

 well hydrated, exam unremarkable. No rash 

 



Febrile infant 
 13 day old with no symptoms 

 101° temp rectally 

 Awake, alert, crying, consolable 

 well hydrated, exam unremarkable. No rash 

 

So how come? 



Febrile Infants 
 High risk patients!!! 

 Babies less than a month with fever ALWAYS require 
evaluation 

 1-2 months – a little discretion…  

 



Febrile Infants – 2 months or less 
 Temp = 100.4 F (38.0 C) rectally 

 Axillary reads lower! 

 Tympanic…. NO! 

 Exam is unreliable 

 May have a normal exam with a very sick kid 

 Not fully developed neurologically 

 Kids compensate… 



Febrile Infants – 2 months or less 
 Important history 

 Ill contacts 

 Prematurity 
 Are they even born yet??? 

 Problems with pregnancy 

 Important exam findings 
 May be subtle 

 Poor feeding, irritable, inconsolable 

 Lethargy, dehydration (skin turgor, mucous 
membranes) poor tone, decreased activity usually easier 
to spot 



Febrile Infants – 2 months or less 
 What to do… 

 Transport all febrile kids in this age group 

 In the ED 

 Urine, chest, blood, CSF 

 Antibiotics 

 Admission 

 Period (almost…)! 



Fever – 2nd Month of Life 
 A little less clear cut 

 Exceptions for the LP 

 RSV 

 Exact age = gray area 

 Various clinical tools 

 Most community ED docs very conservative until 6-8 
weeks or so 



Fever – older kids 
 4 year old with cough 

 105.2 temp rectally 

 Sleeping but easily awaken, crying, consolable 

 Mucous membranes tacky, pulse 160, SATs 100% ra. 

 

Anything 
concerning? 



Fever – older kids 
 “only” a viral illness, BUT 

 Dehydration is still a major cause of morbidity 

 Pulse 

 Mucous membranes 

 Fluid intake/output 

 Exam  

 It’s not the fever, it’s the cause 

 

 

 



Appropriate treatment 
 Tylenol/Motrin 

 Neither have any role in treating the underlying 
problem.  Period… 

 Antipyretics do not prevent febrile seizures 

 They DO make you feel better sometimes 

 My rules:  

 If I can’t catch my kids to give them the Tylenol/Motrin, they 
don’t need it. 

 Make sure it isn’t meningitis, appendicitis or something bad… 



Summary 
 “Fevers” do not cause brain damage 

 Febrile seizures do happen but there is no reliable way 
to prevent them 

 The main concern is what is causing the fever 

 The exception are high risk patients 

 Less than 2 months 

 Immunocompromised 

 Reassurance is an important part of the evaluation 



Next case… 
4 year old female who is otherwise healthy, goes to 
preschool, up to date on immunizations.  Was well this 
morning, felt hot in the afternoon, mom goes to get 
Tylenol but before she gives it the child has a 90 second 
tonic-clonic seizure.  On EMS arrival 2 minutes later the 
child is not responding, breathing easily, SATs are good, 
hot to the touch. 

So??? 





Febrile seizures 
 Treatment 

 Immediate IM versed followed by IV versed just in 
case??? 

 NO!!! 

 Treat underlying illness as needed 

 Implications 

 A simple febrile seizure means nothing more than a 
fever 

 



Seizures – less concerning 
 Simple febrile seizure 

 Age 6 months to 5 years. 

 The single seizure is generalized and lasts less than 15 
minutes. 

 The child is otherwise neurologically healthy and 
without neurological abnormality by examination or by 
developmental history. 

 Fever (and seizure) is not caused by meningitis, 
encephalitis, or other illness affecting the brain. 



Seizure - concerning 
 Complex Febrile seizure 

 More than 1 in 24 hours 

 Longer than 15 minutes 

 Focal  

 Status epilepticus (any cause) 

 Seizure longer than 30 minutes 

 10 minutes gets my attention… 

 



Appropriate treatment 
 Check that glucose! 

 Careful observation if not seizing, post ictal 

 Active seizing 

 Protect patient  

 WAIT! Especially if febrile – They usually stop 

 No need to rush the benzos… 



Appropriate treatment 
 Benzos (Versed, Ativan) 

 OK if prolonged seizure (5-10 minutes?) 
 Febrile seizure DO NOT require benzos 
 Down side? 

 Respiratory depression 
 Intubation 
 Admission 

 Unable to assess mental status  
 Admission 

 IM followed by IM followed by IV…. 
 CAREFUL….  

 Onset IM versed 7-30 minutes 
 Peak levels 30-60 minutes 

 
 





Appropriate treatment 
 Benzos (Versed, Ativan) 

 OK if prolonged seizure (5-10 minutes?) 
 Febrile seizure DO NOT require benzos 
 Down side? 

 Respiratory depression 
 Intubation 
 Admission 

 Unable to assess mental status  
 Admission 

 IM followed by IM followed by IV…. 
 CAREFUL….  

 Onset IM versed 7-30 minutes 
 Peak levels 30-60 minutes 

 
 



Diagnosis?? 



Diagnosis? 
 Flamin’ Hot Cheetos Sign, AKA, Hot Taki sign… 

 Usually accompanies a complaint that requires NPO 
status… 

 And… actual ED visits for “blood in poop” 



Let’s change gears… 
You are called to a residence where you find a 12 year old 
female complaining of abdominal pain.  There are no 
parents home but there is a 15 year old sister there.  Your 
exam is unremarkable.  The abdomen is soft, the vital 
signs are stable and the patient appears in only mild 
distress.  The patient says she wants a ride to the 
hospital.  You ask about her parents and she says she 
doesn’t want them called.  Then she adds, “by the way, 
I’m pregnant.”  What do you do? 







Minor Consent in California 
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Minor Consent in California 



Minor Consent in California 



Know the rules… 
 It is important that we know the rules in California. 

 Some issues have no age of consent 
 Pregnancy 

 Contraception  

 Abortion 

 Some issues age of consent is 12 years 
 Rape services 

 Infectious diseases 

 HIV/STD prevention, testing and treatment 

 Drug and alcohol treatment 



Know the rules… 
 This doesn’t mean you CAN’T talk to parents, it means 

you have to have permission… 



Back to our patient 
 What ABOUT a pregnant 12 year old? 

 Should we report it? 

 Rape? Child abuse? 

 Maybe…. 

 



CPS mandated reporting – sexual 
partners 



Really? 
 This is a complex issue 

 There are valid issues on both sides of the discussion 

 As health care providers we are required to know the 
rules 

 Use law enforcement, your medical director, bioethics 
committee, attorney – whatever resources you may 
have available 

 Keep the patient’s best interest as you primary goal 



Another patient… 
 3 year old found in a pool.  Bystander CPR in progress 

on EMS arrival.  Child is pulseless and apneic.  Good 
compressions are being performed.  There are no other 
issues to consider. 

 So what about the airway?? 



Another patient… 
 Not really a myth but 2 big points to consider 

 Options 

 BVM 

 Endotracheal intubation 

 

 

 



Another patient… 
 Not really a myth but 2 big points to consider 

 Options 

 BVM 

 Endotracheal intubation 

 Points to consider 

 Does it help? 

 Is it safe? 

 

 



Another patient… 
BVM Intubation 

 Does it work? 

 Yes  

 Is it safe 

 Yes, if done correctly 

 Does it work? 

 Yes  

 Is it safe? 

 Yes, if done correctly 

 



Another patient… 
 There is no right answer, but consider these points 

 BVM is equal to endotracheal intubation for 
ventilation/oxygenation. 

 Do not feel obliged to intubate at all costs… 

 The WORST possibility is an undetected esophageal 
intubation…. 



Another patient… 
 Intubation 

 If you do intubate there are 2 critical considerations 

 ETCO2 monitoring 

 Even with a good intubation, displacement is more frequent in 
pediatric patients 

 Continuous wave form  ETCO2 monitoring must be preformed 

 NG tube 

 Very important 

 Abdominal distension can increase intrathoracic pressure  

 This can markedly decrease blood return to the heart 



Another patient… 
 Summary 

 Intubation and BVM are effective, acceptable methods 
to manage a pediatric airway 

 First do no harm…. 



Thank you! 

Questions? 



A challenge 
 An 11 year old boy is playing in the front yard.  He 

hears the ice cream man.  He starts running to the 
truck, then suddenly cries out.  He come back to the 
house saying his legs hurt.  He appears in severe pain.  
Paramedics are called 



A challenge 
Questions? 



A challenge 
 Recently diagnosed with leukemia.  Undergoing 

treatment.  Has been doing well.  No recent symptoms 
or complaints.  He had a checkup recently.  Labs, xrays 
and an echocardiogram were done. 

 Exam: very uncomfortable, BP 70/40, HR 120’s, lungs 
clear, afebrile.  Able to move legs.  Will not lay on back 
– he says he feels better on his stomach.  Awake and 
alert but pail. 

 more questions? 



A challenge 
 Leg exam: initially, slightly cool to touch bilaterally.  

Pulses present but weak.  Can move legs but doesn’t 
want to as it hurts. 

 



A challenge 
 Reassessment: BP lower after multiple fluid boluses, 

more uncomfortable.  Now complains of abdominal 
pain.  Legs now mottled and cooler to the touch. 

 Hgb is normal.  Rectal exam is positive for blood.  MRI 
of back is negative.  Patient looking worse.   

 What about that ECHO? 



A challenge 
 Reassessment: BP lower after multiple fluid boluses, 

more uncomfortable.  Now complains of abdominal 
pain.  Legs now mottled and cooler to the touch. 

 Hgb is normal.  Rectal exam is positive for blood.  MRI 
of back is negative.  Patient looking worse.   

 What about that ECHO? 

 A blood clot in his left ventricle… 



A challenge 
 An hour later: 

 Now active rectal bleeding, no urine output.  BP low on 
pressors, Hgb dropping 

 So what happened? 



A challenge 
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A challenge 
 Now active rectal bleeding, no urine output.  BP low 

on pressors, Hgb dropping 

 So what happened? 

 Blood clot lodged in aorta 

 Ischemic pain to legs 

 Ischemic bowel – GI bleed and abd pain 

 Ischemic kidneys – no urine output 

 Unable to use blood thinners or tPA due to bleeding 

 Transferred to Children’s Hospital 

 Outcome? 



A challenge 
 The patient recovered and is doing well… 

 You never can tell! Especially with kids!! 


